other serious symptoms redolent of multiple diagnostic impressions, suicidal thoughts and gestures, excessive dependency, and undermining the realization of personal goals.
Autoamputation in Psychosis: Diagnostic Issues
Dear Editor:
Self-mutilation (SM) is a rare but extreme manifestation of mental illness. A review on the topic defined this act as "the commission of deliberate harm to one's own body severe enough to cause tissue damage," excluding conscious suicidal attempts or acts associated with sexual arousal (1) . SM is most commonly seen in 4 populations: persons with mental retardation, persons suffering from psychosis, persons in prison (where it is associated with antisocial personality disorder [APD]), and persons with borderline personality disorder (BPD).
Case Report
A 38-year-old man with a history of psychosis was transferred from a Christian retreat. He had amputated his left thumb with a paring knife because a voice that he said was God's told him he had sinned by "holding [his thumb] up to God." On initial presentation, he had a blunted affect, severe thought blocking, and obvious interaction with internal stimuli, as well as a fixed hyperreligious delusional system. He had no insight into either his physical or psychic symptoms and denied any suicidal ideation. A drug screen and organic workup were negative, and antipsychotics were started. The plastic surgery service was consulted to reattach the severed digit. After surgery, his hallucinations improved dramatically, although his delusional beliefs were slower to recede.
During the admission, the Minnesota Multiphasic Personality Inventory (MMPI) was administered. Scores suggesting psychosis were high and "consistent with [the possibility that] people who have very deviant religious convictions acting out in asocial or antisocial ways may be obsessed with sexual thoughts" (psychologist's report, unpublished). These interpretations were consistent with a past diagnosis of APD, a history of cross-dressing, and an arrest for public masturbation. The patient was very troubled by his "sinful" sexual urges in the context of the extremely puritanical Christian belief system that he held when not suffering from psychosis.
Autoamputation of limbs or digits, one severe aspect of SM, is very rare. A case series review found 13 cases from 1966 until this case; all these individuals suffered from psychosis, and 5 endorsed religious delusion (2) . A small case series found 2 statistically significant factors that predicted SM in individuals with psychosis: a self-imposed change in physical appearance, and a prior act of self-mutilation (3). Others have stated that patients with command hallucinations, particularly of a religious nature, are also at risk; however, there is little evidence to support this (4).
This case is unique, not only in illustrating the extent to which psychosis can manifest itself but also in illustrating the diagnostic challenges that such events can generate. While this patient clearly had a psychotic episode, he also had traits of an APD, and it remains unclear whether there was an antisocial element to his act. A case series of deliberate self-stabbings delineated 2 groups who committed this act: individuals suffering from psychosis and those with APD (5); however, a distinction cannot always be made. This case shows the need to take into account not only the illness present but also contributing psychosocial factors when a presentation is difficult to understand. In addition, one must be vigilant in assessing individuals at risk for SM to prevent further medical comorbidity, or even death.
Jeremy Quickfall, PGY2 Carlos Tesler-Mabe, MD, FRCPC Calgary, Alberta
A Preliminary Report on Substance Use Patterns in an Adolescent Psychiatric Population
The prevalence of substance use among adolescents in Western countries is currently as high as 67.5%, with the age at first use being 12 to 14 years. The Ontario Student Drug Use Study (OSDUS), a 20-year prospective study, reported that 28.3% of high school students had used tobacco, 65.7% had used alcohol, and 29.2% had used cannabis. In addition, multisubstance use in this age group increased significantly (1) . Despite several large-scale epidemiological studies, there remain unanswered questions pertaining to regional differences in the pattern of substance misuse among adolescents. Accurate information on the magnitude of this problem is crucial for allocation of limited resources.
In a pilot study, we gathered data on adolescents aged 12 to 18 years (minus 1 day) referred to inpatient and outpatient services at the Division of Child and Adolescent Psychiatry, Hotel Dieu Hospital, Kingston, Ontario. These patients had completed the substance use questionnaire (SUQ) appropriately and had given informed consent. We developed the SUQ based on the adult version. It includes questions about the patient's sex and age, as well as about the frequency, quantity, and type of substance used (2, 3) . The SUQ also includes questions formulated from the DSM-IV criteria for substance abuse disorder and substance dependence disorder. To ensure that the patients understand the questionnaire, its language is consistent with Grade 8 reading level. The questionnaire was administered by the staff at the inpatient unit and (or) by the intake secretary in the outpatient service. A package including the informed consent form, the SUQ, and 2 envelopes was prepared for each patient. The patients were given information about the study and reassured of its anonymity. If, after reading the questionnaire, the patients decided to participate and were aged 16 years or over, they signed the consent form and completed the questionnaire. When patients were younger than age 16 years, their legal guardian was required to sign the consent form before they participated. Upon completion, patients placed the questionnaires in separate envelopes, sealed them, and returned them to the staff.
Preliminary data on 15 adolescent psychiatric outpatients and 34 inpatients show a preponderance of adolescent girls in both groups. This can be explained by the overall higher rates of psychiatric admissions and outpatient clinic attendance for female patients. Further, our data show strong evidence of an association between alcohol and cigarettes, cannabis and cigarettes, and especially, alcohol and cannabis. The association of alcohol and cannabis is statistically significant in both in-and outpatient groups. At the time of writing this letter, we have gathered further data on the above population and added pediatric outpatients as a comparison group. The final analysis on all 3 clinical sample populations is in process and will be reported in the near future.
Facialis Palsy Attributable to Depot Antipsychotic Therapy
Mrs A, a 42-year-old white woman with paranoid schizophrenia, was treated for 4 years with fluphenazine decanoate 25 mg intramuscularly (IM) every 4 weeks. Owing to mild depression, the medication was changed to zuclopenthixol decanoate 50 mg IM every 4 weeks. She did not receive any other drugs and had no extrapyramidal side effects (EPSEs). After 10 months of zuclopenthixol treatment, she complained of paresthesias on the right side of her face and numbness of the tongue. Clinically, we observed mild oral dyskinesia, and the zuclopenthixol was stopped. One month later, Mrs A presented with right-side peripheral facialis palsy that had occurred overnight after 3 weeks of continued paresthesias. The consultant neurologist found a right-side mandibular deviation without any other neurological signs. There were no signs of infection or other medical condition, and her EEG and CT scans were normal. Owing to suspected preexisting dystonia, biperiden 2 mg 3 times daily and clozapine 25 mg 3 times daily were prescribed; however, the palsy did not resolve. Three years later, the mandibular deviation was severe and caused marked facial asymmetry. Because we suspected tardive dystonia, botulinus toxin was injected into the right pterygoid muscle, with almost no effect. The procedure was not repeated. To date, 10 years later, the neurological condition is unchanged. Mrs A is currently taking olanzapine 20 mg daily and is in stable remission. She was referred to a maxilofacial surgeon, who found a spastic right facialis palsy. She refused the proposed extraction of all teeth and a corrective dental prosthesis.
To our knowledge, this is the first report of nerve palsy in a patient taking zuclopenthixol. Transient palsy has been reported after intoxication with several antipsychotics (1) or after drug-induced extrapyramidal rigidity (2) . Our patient was taking relatively low dosages of antipsychotics without any EPSEs. In another case, dystonia presenting as Bell's palsy (3) occurred in a patient after taking prochlorperazine and quickly resolved after taking diphenhydramine. Anticholinergics did not benefit our patient. Three cases of bilateral facialis palsy and 4 more cases of sensory neuropathy have been reported in perazine-treated patients after intensive sun exposure (4). Since the palsy occurred in our patient in November, sun exposure was not likely
